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ATTACHMENT 1 to Supplement 1
of Attachment 3.1-A Part D (Cont’d)

(b) The patient has a diagnosis of alcohol or other drug abuse or
addiction included in ICD-9-CM classification and at least one of
the following:

(i) Serious behavior problems with a duration of more than one year
or projected to continue for more than one year; or

(ii) Needs more than two services from mental health or substance
abuse agencies; or

(iii) Has been served in a hospital or residential treatment setting or
needs such services.

Case management under this proposal will not be provided to home and
community based waiver participants. Case management transitional care
activities can be performed in a Psychiatric Residential Treatment Facility
for children/youth under 21 years of age 180 days prior to the estimated
date of discharge.

D. Definition of Services

Case Management services include:

1.

Assessment and periodic reassessment, to determine types and amounts of
services needed;

Development and implementation of an individualized case management
service plan;

Consistent with SSA 1902(a)(23), identification of all available resources
for problem resolution;

Consistent with SSA 1902(a)(23), coordination and assignment of
responsibilities among staff and service agencies; and

Monitoring and follow-up to ensure that services are received and are
adequate for the client’s needs.
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